inhibit either loss of life or loss of sight. The choice was for treatment of one or the other infection sequentially, but not both at the same time. This same dilemma has resurfaced for those dually infected with HIV and hepatitis C 1, although more recently some practitioners have decided to treat both diseases simultaneously. These examples illustrate options between two types of acute care.
The diagram exhibited in Fig. 1 , used by Dame Cicely Saunders of St. Christopher's Hospice in London, England, depicts the relationship between acute care and palliative care. It is an inverse relationship: when there is more of one, there is less of the other. While many readers appreciate the nuances of acute care, there may be less familiarity with the concept of palliative care.
Palliative care has been defined as a "special kind of care which gives comfort, and eases pain for people who are very sick. "21P1) This is clearly a general definition with no specification as to what is meant by "special kind of care." Theorists in the field offer various interpretations of this special kind of care.
Scanlon 3 enhances the understanding of palliative care by stating "palliative care addresses not only the physical symptoms of the disease but the psychosocial and spiritual needs of the patient as well and extends care to the family and significant others. "3(p492) In essence, according to Scanlon, palliative care encompasses the physical, psychosocial, and spiritual concerns of patient and family.
The definition of palliative care that is cited most often is one attributed to F I G U R E 1 The relationship between acute and palliative care. Palliative care is the active total care of patients whose disease is not responsive to corrective treatment. Control of pain, of other symptoms, and of psychological, social and spiritual problems is paramount. The goal.., is achievement of the best possible quality of life for patients and their familiesfl vpu-12)
The WHO definition is a departure, however, in that it clearly states a focus on noncurative treatment and emphasizes quality of life for patients and family.
The inclusion of quality of life in HIV/AIDS care is a critical element since HIV disease and its treatment and socioeconomic aspects all affect the requirements for palliative care.
In the past, as a result of the emphasis on care that was not disease focused, Due to cross resistance, therapeutic options increasingly become limited until all that remain are "salvage regimens," a term also used in oncology/hematology.
Salvage regimens in effect are end-of-the-road options used to forestall further decline. The failure of salvage therapy marks the traditional period of transition from acute or chronic care to palliative and end-of-life care.
When salvage therapy fails (and note it is the therapy that fails the patient and not the patient who fails therapy), palliative care is equivalent to end-of-life care. All too often still, health care providers abandon, psychologically if not physically, those patients for whom "nothing more can be done." These individuals, consequently, may not receive appropriate care. Those familiar with hospice care know a great deal more can be done for the person for whom healthrestoring therapy is not an option. Care appropriate to the person is provided by hospice.
The question may be raised as to the nature of appropriate care. The answer to this query depends on to whom the question is put. The health care provider too often concentrates on the virus and its eradication without an examination of the larger context. This magic bullet approach is admirable, but fails to consider the relevant environment, namely, the patient and his or her partner and family.
The question needs to be framed differently. into the world view of the patient and the goals he or she wishes to achieve.
Only then will the arduous regimens demanded by HAART therapy be legible to the patient. Once the regimens become the means to achieve the client's life goals, a true collaboration can develop regarding how best to maximize adherence. This is a meaningful therapeutic alliance and a key element in the adherence dynamic. 7 It is also the secret to achieving adherence to therapy. A focus on "policing" or, as health care providers say, "monitoring" compliance places providers in apposition to clients rather than in alliance. Again, the art of care is fitting such care into the world view of the patient and the goals he or she wishes to achieve. It is also a sensitivity to the readiness of the patient to embark on therapies that require behavioral change. Readiness is related to the fit with a person's life circumstances.
Thus, it is important that the health care provider be patient focused and not pill focused. The object is not to count pills; it is to help the provider understand what is important to the patient and consequently to be able to frame care in such a way that the patient perceives it as meeting personal goals. Given that adherence may involve behavior change, it is useful to consider the stages of change addressed in the transtheoretical model of change. 8"9 These stages are precontemplation, contemplation, preparation, action, maintenance, and termination. These processes of change are critical elements in patient-focused care by the health care provider. The standard of appropriate care is not only that which meets a medical or nursing standard for treatment of a disease. This is worth keeping in mind, as well, as some of the recent discussions about when to initiate palliative care are examined.
Although there is continuing debate as to when to initiate palliative care, the answer depends on how palliative care is defined. If palliative care is defined proponents. Another approach is to consider cure-focused care a part of the overall palliative care focus from initial symptoms to terminal care. This is an important permutation of a focus solely on acute care throughout the illness course.
Yet another approach is to view palliative end-of-life care and hospice within a larger palliative care focus that occurs throughout the illness trajectory. In this view, end-of-life issues are identified and separated from the totality of palliative care. This view omits the larger context for care.
That context is one of health care, wellness, and prevention. It also encompasses episodes of acute and/or chronic illness and care embedded in palliative
care. End-of-life care may pertain to either acute or chronic care, but both of these approaches occur in a framework of palliative care. This conceptualization has been developed from the perspective of the patient. It takes the radical stance that palliative care is lifelong (see Fig. 2 ).
While the focus of the provider may range from acute to chronic care and incorporate palliative care, the concern of the patient is a willingness to experience short-term pain if required for health and well-being, but with an abiding emphasis on comfort. The boundaries between different kinds of care--acute care, of the patient and his or her family on the other. When more and more can be done to retain life, when is that more, more than enough? The question in the era of advanced technology, however, is not only when to cease curative treat-
Palliative care over the life course. 
